WRITE TLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL SECURITY AGENCY
National Office of Vital Statis E
§)I ”

FILED DEC 11 19

Registration District No,

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...... /402-

State File No. 367 53
Registrar's No. ........ 4 ?’?3‘#

1. PLACE OF DEATH:

@ County_ JACKION
KANSAS CITY

(8) City or town
{1f antaids city or town limits, write * RUI\AL nm'l namo of township)

(<) Name of hospxt.al or institution:
B wlouuna lf m
{6 as., 21 hrs,,

(@) Length of stay: In hospital or institution
{Specily whether
In this community..... 65 }Vm

yearn, Months or days)

(lf not in hmpnul o mul.uunn, 'nln

{a} State

{c}

2. USUAL RESIDENCE OF DECEASED: f
MISSOURI ' aacison Y8
-

(8) County.
J

City or town.,....... .KA.NSSS CITY
(Yes or No)

[iT} unmd.a city or town limits, write "RURAL'™)

1627 TRACY

) Street No.

{If rural, give location)

NO

(¢} Citizen of foreign country?

If yes, name cotntry.

Yol Rime_ SIMON MILLER

MEDICAL CERTIFICATION

TR R PRE R ———— || 20. DATE OF DEATH: Mouth NOVEMBER .. 17th
. Vi n, . LE rl O
ame war | If - Qﬁ_ ? ! d % year.., ,._191;8_ ..... —hour. 10:00__ ._._.mmur.c-_._....A...u.......M
21. I hereby certify that I attended the deceased from_
5. Color or 6. (a) Single, wi ed, NOQVEMBER_ 6th Novmm—l?tHS
. sce MALE NEGRQ o™ || -—4C OV )
4. Sex | race vorced that Ilast saw b alive on NOVEMBER 17th 19&,‘,;
6. (b)jN eof husbandoerwife.__ . 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hour stated above. Duration
M alive o years || Immediate cause of death
7. Birth date of decensed.. OCTOBER . 1 18g> || -ADENOCARCINOMA OF STOMACH WITH. __ | .
(Moath) 1) (e || EXTENSION. TO LIVER CAPSULE
8. .'AGE: Years | Montha Daya If less than onc day Due to
66 1 2 hr. min.
Due to
o, Bripizee . KANSAS CITY, KANSAS / N e
{CilLy, town, or connty) (State ¢ foreign coontry) ;
i Other conditicns -
10. Usual occupation COH:MON I‘A—BORER -2 - 1 (laclade progoancy within 3 months of death) L w o
11. Industry or business I PHYSICIAN
5 UINKN ﬁ Majdafr ﬁadmtn —
. operations...... . ’
= 12, Name...... OWN - 7 . : Underline
g 13. Birthplace UNKNOWN ?ﬁgﬁiﬁ
(City, town, or county) {(Stata or foreign country Of aut B_AQ_ R P
E 14. Maiden nam= .. [JN| N f'//) autopey....-3 AME—AS--ABOVE . :::al.{gefd] et~
: cally,
| —
g_ /15, Blrthplace.._. ?cﬁﬁ?j,@mg,) .(Suu prysermemeal | EL2 If death was due to external causes, fill in the following:
16. {a) Informant.. Da ter e ID.A, MAE -MII:LE o "___ L (a) Accident, suicide, or homicide (specify)
& Ad _2__0_0 (b)) Date of occurrence
{c) Where did injury occur?.
17. {a) {City or town) {County)

(¢) Place: burial or cremation
18. (g)

6]

Signature of funeral d-I.rN:?I
NN
B

19. (& S :
() (Recnu-a: w xignaturk

Did injury oceur in or about home, on farm, in industrial pla.ce in public nla.oe?

o T 1e
(Specify type of place) S DL A
(g

of injuri B33 fg——

.or other}wn.—

{Liccnsed Embalmer’s Statement on Reverso Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whaose name is recorded on the reverse side of this certificate was embalmed by me, or by

, Registered Apprentice No.

working under my personal supervision.

Sign

Licensed Embalmer

P. 0. Address/ale.]. .Z,yMa( Af:f( -

Note: The ahove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING., (Failure to comply wi
the above constitutes grounds for revocation of license.)

If this body is not en:l_balmed, fact should be so stated above.

o]




